Background: We aimed to assess the risk of hospital admission associated with visual impairment in a representative sample of older people living in the community in Britain.
Background
The prevalence of visual impairment in older people admitted to hospital has been estimated to be as high as 50% [1] . There is limited evidence as to the risk of hospital admission in visually impaired people. One study suggested that there is an increased risk of hospital admission in visually impaired people [2] and one study that visual impairment increases the average length of stay in hospital [3] .
The aim of this study was to assess the risk of hospital admission associated with visual impairment in a representative sample of older people living in the community in Britain.
Methods
The Medical Research Council (MRC) trial of the assessment and management of older people in the community was a large cluster randomised trial in 106 general prac-tices from the MRC General Practice Research Framework [4] . The practices in the study were selected to be representative of the mortality (SMR) and Jarman scores of general practices in Britain (England, Wales and Scotland). The aim of the trial was to evaluate the benefit of different methods of assessment and management of older people in the context of the 1990 contract of service which required general practitioners in the UK to offer an annual health check to patients aged 75 years and over. The main results of the trial have been published [5] . The study compared two different types of multidimensional assessment (targeted versus universal) and two different management models (primary care team versus multidisciplinary geriatric evaluation team). Randomisation was at the practice level and stratified by standardised mortality ratio and Jarman score. All patients aged 75 years or over on the general practitioner list were invited to participate in the trial, unless they were in long stay hospital or nursing homes, or were terminally ill.
People in the 53 practices allocated to the "universal" arm of the trial were given a visual acuity test as part of a detailed health assessment by the practice nurse. Visual acuity was measured at 3 metres with a Glasgow Acuity Chart which measures the minimal angle of resolution on a logarithmic scale [6] . Vision was measured both as presenting vision (with spectacle or contact lenses) and also in each eye. People with binocular presenting vision better than 6/9 were defined as "good vision", those with presenting vision less than 6/9 to 6/18 as reduced vision. Visual impairment was defined as presenting binocular acuity of less than 6/18 (logMAR score 0.5 or more). In 49 practices, the cause of visual impairment was assessed by medical record review [7] . Information on hospital admission was collected by trial nurses on an ongoing basis for each patient from the date of the baseline assessment. The baseline assessments were conducted during four years 1995 to 1998; hospital admissions were collected by study nurses for each patient for a 2-year period from baseline (invitation to assessment) from hospital discharge letters in the patients' GP records. The definition of a hospital admission included an overnight stay. The trial and additional data collection on the cause of visual loss was approved by the relevant local research ethics committees.
All analyses were done using Stata version 10.0 and took into account the cluster design of the study using "svy" commands (Stata Corporation, College Station, Texas 77845, USA). People with an MMSE score of less than 12 were excluded from these analyses because measurement of visual acuity in this group is likely to be inaccurate. The rate ratio of hospital admission associated with visual impairment was estimated using poisson regression. In all analyses the reference group was those with "good vision". The following potential confounding factors and effect modifiers were considered: age, sex, marital status (single/married/widowed), living alone, housing tenure (home owner/not home owner/sheltered accommodation), financial difficulties (difficulties making ends meet and/or managing finances), looked after someone with a serious illness in the last year, death of loved one in last year, social support (no relative/friend to call on and/or no help at night), alcohol consumption (never/ex/current below median/current above median), smoking (never/ ex/current), body mass index (BMI) (quintiles), depression (6 or more on Geriatric Depression Scale), diabetes, hearing impairment (failed whispered voice test), reported major illness (heart attack, stroke, Parkinsons disease, cancer), self-reported health (excellent or very good/good/fair or poor), activities of daily living (ADL) score (unable to do 0-1 ADLs, unable to do 2-4 ADLs, unable to do 5-8 ADLs), falls in last six months (none/ one/two or more), self-reported activity (very or fairly/not very or not at all), cognitive impairment (Mini Mental State Examination (MMSE) score 12-17/18-23/24-30).
Only those variables statistically associated with both hospital admission and visual impairment in this dataset (after controlling for age and sex) were considered as potential explanatory factors in addition to age and sex. These were: marital status, housing tenure, financial difficulties, alcohol consumption, BMI, depression, diabetes, reported major illness, self-reported health, falls, ADL, self-reported activity, MMSE. Because vision impairment may lead to problems with self-reported health, activity, ADLs, falls and depression, and therefore these could be considered to be on the "causal pathway" and thus be explanatory factors rather than confounders, analyses were carried out with and without these variables.
Results
Response rates and characteristics of non-responders have been published elsewhere [7] . 15,336/21,762(70%) of eligible people in practices randomised to the universal arm of the MRC trial had a detailed assessment. People taking part were slightly younger and more likely to be men compared to those who did not take part. 14,394/15,336 of people with a detailed assessment were included in the current analyses. Reasons for exclusion were: MMSE < 12 (n = 228), or no data on vision (n = 484), data on baseline/follow-up not available (n = 230). Table 1 shows the characteristics of the study population. Table 2 shows the rate of hospital admission in visually impaired people. The rate of hospital admission in visually impaired people was 238.7/1000 person-years compared to 169.7/1000 person-years in people with good vision. The rate ratio adjusted for age and sex was 1.32 (95% CI 1.19 to 1.47). Adjusting for a wide range of potential explanatory social and co-morbidity factors eliminated this increased risk of hospital admission in visually impaired people. The rate ratio adjusting for all factors was 1.06 (95% CI 0.94 to 1.20). We repeated the analyses excluding variables potentially on the causal pathway. The rate ratio for hospital admission was 1.19 (95% CI 1.06 to 1.34). Table 3 shows the rate of hospital admission by cause of visual impairment. After adjustment for confounders there were no significant associations between cause of vision impairment and risk of admission.
The reason for hospital admission was specified for 87% of admissions, i.e. the speciality of the admission was recorded. 1.5% of admissions were classified as "accident and emergency". However, this figure probably represents admissions to small short stay wards found in some (but not all) casualty departments and is unlikely to reflect true visits to emergency departments. There was little association between visual impairment and risk of an "accident and emergency" admission (risk ratio controlling for all explanatory factors 0.73, 95% CI 0.29 to 1.84).
There were 303 admissions recorded as "ophthalmology". Unsurprisingly people with visual impairment were more likely to be admitted for one or more ophthalmology admissions (risk ratio controlling for all explanatory factors 3.10, 95% CI 2.24 to 4.29). Excluding these ophthalmology admissions did not change the results: the rate ratio adjusted for age and sex was 1.31 (95% CI 1.17 to 1.46); the rate ratio adjusting for all factors was 1.04 (95% 
Discussion
We found some evidence for an increased risk of hospital admission in visually impaired older people in the MRC trial over two years follow-up. Part of this increased risk was attributable to higher levels of co-morbidity and part attributable to factors which may be the consequence of reduced vision, such as reduced functional ability. However, in this large epidemiological study we cannot be sure for each individual exactly what caused the reported reduced functional ability -whether it was the visual impairment or some other factor such as arthritis or cardiovascular disease. Visual impairment and difficulty with activities of daily living were associated after controlling for all other factors which suggests that part of this reduced functional ability could be attributable to visual loss. However, analyses of the cause of visual impairment and hospital admission found no increased risk of hospital admission for causes of visual loss such as age-related macular degeneration. If the increased risk of hospital admission was due to the visual impairment we might expect that conditions such as age-related macular degeneration which are associated with more severe visual impairment might show the effect more strongly. However this was not the case.
There are not many other studies on this topic. Jack et al measured the prevalence of visual impairment in 200 people aged 65 years and above admitted to one UK hospital with an acute medical illness [1] . They found that half of these people were visually impaired. Although this is a high prevalence of visual impairment it is difficult to interpret as the age structure of the hospital admissions is unlikely to reflect population age structure and the prevalence of visual impairment increases rapidly over the ages of 65 years and above [8, 9] . Jacobs et al studied 839 people aged 77 in Israel and found that visual impairment was associated with an increased likelihood of attending for emergency care in men but not in women [2] . However, these analyses were not controlled for age or any other potentially confounding factors. Morse et al in New York State, USA, analysed routinely collected data on length of hospital stay [3] . Visual impairment was associated with an extra two days length of stay in hospital, after controlling for age, sex, payer source and other co-morbid conditions. We similarly found a non-significant increased length of stay in visually impaired older people of two days, after adjusting for explanatory factors not on the causal pathway.
Although these associations are interesting it cannot be assumed that screening for visual impairment in the community would necessarily lead to reductions in hospital admission and length of stay. Screening for visual impairment in this age-group does not appear to change the prevalence of visual impairment in this age-group [10] . The MRC trial which evaluated the benefit of screening for a wide range of health and social problems including vision did not find a benefit on rates of hospital admission [5] .
Conclusion
The association between visual impairment and rate of hospital admission can be attributed to higher levels of co-morbidity and reduced functional ability among people with reduced vision. Visual impairment is likely to be an important contributor to reduced functional ability, but other factors will also be involved. This underlines the importance of taking a wider view of an older person rather than focussing on a single impairment or disability.
